
CUAJ • December 2009 • Volume 3, Issue 6
© 2009 Canadian Urological Association

E81

CASE REPORT

Symptomatic cystic seminal vesicle: a laparoscopic approach for 
effective treatment

Abstract

This case report highlights a symptomatic cystic seminal vesicle
lesion, treated laparoscopically. A young adult male known to
have congenital right renal agenesis presented with a history of
recurrent right iliac fossa pain, as well as deep pelvic discomfort.
The preoperative evaluation revealed a 7 x 4.5 x 4 cm cystic sem-
inal vesicle mass. After discovery of the mass, the patient under-
went a transperitoneal laparoscopic excision of the lesion. The
patient was discharged on the third postoperative day and had
an uneventful recovery. There were no complications noted dur-
ing a routine follow-up. The laparoscopic approach was shown
to be effective in the management of this rare condition.
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Introduction

Cysts of the seminal vesicle are uncommon. Although mostly
asymptomatic, these cysts can present with varying degrees
of different symptoms.1 This report highlights a case of a
symptomatic right cystic seminal vesicle lesion associated
with ipsilateral renal agenesis. In this case, the cyst was
managed using a laparoscopic approach.  

Case report

A single 24-year-old man known to have congenital right
renal agenesis presented with acute abdominal pain to the
emergency room. The patient was complaining of increas-
ing pain at the right iliac fossa and deep pelvic discomfort
associated with dysuria and frequency with two similar
episodes in the past. Upon physical examination, he had
low-grade fever and a tender palpable pelvic mass that was
soft to firm in consistency on bimanual examination. In
addition, both testes and the vas deferens felt normal. His
blood workup revealed a leukocytosis level of 14 000.
Ultrasound showed an irregular hypoechoic mass occupy-
ing the right side of the pelvis and absence of the ipsilateral
kidney, but a normal left kidney. The mass did not show

any evidence of vascularity by colour Doppler study (Fig. 1).
Further evaluation using computed tomography scans showed
that the mass was inseparable from the seminal vesicle area
(Fig. 2). Magnetic resonance imaging confirmed these find-
ings (Fig. 3). A mercapto acetyl triglycine (Mag)-3 radioac-
tive nuclear renogram revealed that only the left kidney
was functioning normally, with no uptake anywhere else
in the body. 

The patient was scheduled for elective transperitoneal
laparoscopic excision after a course of antibiotic treatment. 

The procedure was performed successfully using the stan-
dard pelvic laparoscopic ports placement along an inverted
V line between the umbilicus and both anterior superior
iliac spines. With an 8 to10 cm distance between ports,
the following ports were inserted: a 10-mm camera port
near the umbilicus, a 10–12-mm port inferiolaterally to the
right, and two 5-mm ports on the left side. With the surgi-
cal table placed in the Trendelenburg position, the blad-
der was retracted anteriorly and the cyst was easily identi-
fied by a transverse incision in the retrovesical peritoneum.
The right vas deferens was identified and dissected medially
to the ampulla and was used as a guide to the seminal vesi-
cle. The dissection of the mass from the surrounding struc-
ture was made easier by maintaining good hemostasis with
the help of a 5-mm bipolar LigaSure (Valleylab, Boulder,
CO). After careful dissection, the right vas deferens was
not only inseparable, but was entering the cystic mass. It
was clipped and divided. The whole lesion was excised at
the level of the ipsilateral ejaculatory duct (Fig. 4) and retrieved
by widening the 12-mm port enough to completely extract
the specimen. The operation time was 130 minutes, with
minimal blood loss. The patient was discharged on the third
postoperative day, and had no complaints during a routine
follow-up visit. 

Pathological analysis of the pelvic mass revealed a multi -
locular cyst lined focally by benign-looking epithelium with
focal papillary projection. The cells were cuboidal and
columnar, with pale esinophilic to clear cytoplasm and
brownish pigment. The wall of the cyst was composed of
a well-formed smooth-muscle layer. There was no evidence
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of malignancy. Immunohistochemistry studies showed that
the lining epithelium was positive for CK7 and focally for
CK5 and CK6. It was negative for CK20, calretinin, vem-
intin and prostate-specific antigen. 

Discussion

Congenital lesions of the seminal vesicle are rare, ranging
from 0.002% in child health screening2 to 0.055% in an
autopsy series of adolescent males.3 Congenital lesions are
found in only 0.005% of the adult population.4 About 200
cases of seminal vesicle cysts have been reported to date.5

As a result of the interaction between the ureteral bud
and the mesonephric duct during embryogenesis, many
associated anomalies were observed. These anomalies are
associated with ipsilateral renal agenesis in 70% of patients.1,6

Other anomalies may include renal dysplasia, ectopic ureter-
al orifice, hydroureter or vertebral deformity. Congenital
seminal vesicle cysts are typically asymptomatic and rarely
change during long-term follow-up examinations.6

When symptomatic, these cysts usually present between
the second and fourth decades of life. The symptoms are
perineal in origin and predominantly consist of pain. Storage
and voiding symptoms may also occur. Constipation, recur-
rent urinary tract infections, epididymitis and chronic pro-
statitis have also been reported as possible symptoms. In
addition, other patients may present with infertility or sex-
ual dysfunction. Very large masses may be palpable abdom-
inally, while many smaller cysts are palpable rectally. Infected
cysts may also present with symptoms of sepsis in addition
to the symptoms described above.7-9

A review of the literature identified 79 males who under-
went surgery for this entity.8 Several treatment options have
been described, ranging from endoscopic aspiration to open
vesiculectomy. Surgical excision of the seminal vesicle cyst
is the preferred definitive management because simple aspi-
ration is often complicated by a recurrence of the cyst and
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Fig. 1. Pelvic ultrasound showing a large cyst of the seminal vesicle measuring
6.3 x 5 x 6.7 cm with a central area of increased echogenicity. 

Fig. 2. Computed tomography scan of the pelvis revealing a 6.5 x 6.7 cm lobu-
lated soft tissue mass with faint internal septation and no calcification occupy-
ing mainly the right side of the pelvis between the recto sigmoid and urinary
bladder. It showed minimal enhancement after intravenous contrast injection. 

Fig. 3. Magnetic resonance imaging of the pelvis, showing a cystic dilatation of
the right seminal vesicle. The urinary bladder and other surrounding structures
appeared normal. 

Fig. 4. Laparoscopic view of the cystic mass of the seminal vesicle dissected
from the surrounding structure. The vas is seen clipped and folded on itself at
the bottom of the image. 
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infection of the area.10 To date, about 11 cases have been
operated on laparoscopically.9 The technique we described,
with little modification, was mentioned in the current liter-
ature.8,11,12 The bipolar ligature made our dissection easier
and resulted in less oozing and better progression.

This approach is ideally suited for this procedure, with
decreased postoperative pain and convalescence, combined
with excellent exposure of the pelvic structures. In this case,
the surgery took approximately 2 hours and the patient spent
a total of 3 days in the hospital. His postoperative course
was uneventful; his symptoms were resolved, with no recur-
rence of his initial symptoms after 18 months. These results
are comparable to the overall average parameters reported
by others: an operative time of 2.9 hours, an average hos-
pital stay of 2.2 days and complete resolution of all symp-
toms at an average follow-up of 17 months.8,9 

Some authors have claimed that a robotic technique has
the advantages of a higher degree of freedom with repro-
ducibility and a shortened learning curve.4 Bearing in mind
the expensive disposables and the added running cost of the
system, the use of the robot is not convincing for similar
ablative procedure lacking any reconstructive component. 

Conclusion

Transperitoneal laparoscopic excision of seminal vesicle
cysts should be considered as a treatment of choice for the
management of symptomatic seminal vesicle cysts, even if
they are sizable, because of its minimal invasiveness, short
postoperative course and complete early recovery.
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